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Abstract 

 

Background:  The paper reviewed the policy strategies of four African states (Rwanda, Tanzania, South Africa, and Ghana) towards achieving 
Universal Health Coverage (UHC). It found that these four countries used national or community-based health insurance schemes as vehicles 

or the means to achieve UHC by 2030 in the context of the global agenda (the United Nations Sustainable Development Goals (UN SDGs).  
 

Objective: The study aimed to specifically contribute to an interrogation of health insurance policy strategies in Africa. 
 

Methods: It reviewed relevant literature on universal health coverage in selected regions like Europe, America, the Pacific, and Asia. It then 

added the materials to Sub-Saharan Africa. Data was obtained from secondary sources. Included criteria were the use of words such as United 
Nations Sustainable Development Goals SDGs), Universal Health Coverage (UHC), health, health insurance, health insurance scheme, and 

World Health Organization (WHO). 
 

Results: The findings suggest that most African states have national or community-based health insurance schemes, and most of the health 

insurance schemes cover a good percentage of their population. However, most health insurance schemes cover less than half of the 

population. For the four cases, Rwanda and Ghana are excluded from the coverage of less than 50 percent of the population. Also, the four 
African states spent less than 10% of their GDP on health. These indicators suggest that the pathway towards achieving UHC in Africa by 

2030 may still take some more years to be realised. 

Conclusion: The study concludes that funding various health insurance schemes remains a challenge. Therefore, adequate funding by the 
African government for health and a positive attitude towards publicly funded health services are necessary to sustain African health insurance 

schemes or policies. 
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INTRODUCTION 

his article addresses the question: Is Sub-Saharan 

Africa on the path to universal health coverage 

through national/community health insurance schemes? In 

response to this question, the paper engages in an extensive 

literature review in an attempt to answer the question. Also, 

there were document reviews of four Sub-Saharan African  

 

countries, namely Rwanda (Central), Tanzania (Eastern), 

South Africa (Southern) and Ghana (Western) were 

engaged. These countries were selected purposely to 

represent the four sub-regions of Africa, namely Central, 

Eastern, Southern, and Western Africa. These countries are 

also making efforts to improve universal health coverage 

(UHC). The article analyses the health insurance policies of 

the four Sub-Saharan African countries, their policy design 

factors, implementation structures (implementation 

process) and their implementation outputs or outcomes in 

the context of UHC. It specifically contributes to health 
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insurance policy strategies in Africa. The United Nations 

Sustainable Development Goal (SDG) 3.8 focuses on good 

health and well-being (good health and wellness or well-

being of the people of the world). The United Nations is 

interested in the health and well-being of all people in the 

world and urges member states to implement SDG 3 [1]. It 

is important to note that this study focuses on Goal 3, which 

is part of the broader goals and targets (17 goals and 169 

targets) ratified by the United Nations (UN) member states 

in 2015 to be achieved by 2030. Member states of UN 

action are necessary, especially policymakers, to design 

their health policies and make their health systems robust to 

promote good health and well-being (Goal 3) through 

health education and health systems reforms, with the 

ultimate goal of making healthcare services accessible to all 

citizens or people [3].  

The World Health Organization's (WHO) 1948 constitution 

defines health as the state of "complete physical, mental and 

social well-being and not merely the absence of disease or 

infirmity" [4]. Having the right state of mind is crucial, and 

it is not necessarily the absence of a disease/infirmity. This 

concept of health is used in this paper. Sustainable 

Development Goal 3 is one of the 17 goals set by UN 

member states to work with, and the hope is to achieve it by 

2030. Goal 3 has nine targets for reducing the following: 

morbidity and mortality of vulnerable groups (target 1), 

preventable deaths of newborns and children under five 

years (target 2), to end communicable diseases-epidemics 

like AIDS, tuberculosis, malaria and others (target 3) and 

to reduce by one-third premature deaths from non-

communicable diseases (target 4), risk factors like 

substance use, tobacco, harmful alcohol, (target 5), to 

reduce road traffic fatalities and injuries by half by 2020 

(target 6), have access to universal sexual and reproductive 

health services (target 7), working towards achieving 

universal health coverage in terms of access to quality 

healthcare, affordability of healthcare, drugs/medicines and 

vaccines for all people by strengthening the health systems 

of countries across the globe (target 8), and finally, reduce 

the incidence of deaths and injuries from hazardous 

chemicals and forms of pollution - air, water, 

soil/environment and contamination (target 9) [5-6].  

The timelines for all nine targets are very close. One of the 

targets (target 6) has passed (reducing road traffic fatalities 

and injuries by half by 2020). Time is not with UN member 

states to implement targets. The earlier, the better for states 

or countries, including those in Suh-Saharan Africa, to act 

right on goal 3 and the targets. The paper is interested in 

only one target: target 8 (universal health coverage), with 

emphasis on Sub-Saharan African states' efforts towards 

achieving target eight by 2030. In this regard, the paper 

engages in literature and document reviews of health 

insurance policy strategies of four countries, namely 

Rwanda, Tanzania, South Africa and Ghana, representing 

the four subregions of Africa (central, east, south and west 

respectively) on their pathways toward UHC. 

MATERIALS AND METHODS 

The study used largely secondary data sources from 

these diverse databases: Google Scholar, ResearchGate, 

Web of Science, and JSTOR. Also, other data used in the 

study were obtained from the National Health Insurance 

Authority website. In a few cases, the use of Google and 

other open search engines on universal health coverage, 

and states efforts towards UHC, searched and obtained 

various internet sources. Some of the keywords that the 

researcher used in the search for information or data 

gathering include: ‘universal health coverage’, ‘national 

health insurance scheme’, ‘community-based health 

insurance scheme’, ‘employee-based health insurance’, 

‘SDG 3’, and ‘World Health Organization’. Moreover, 

other words including ‘challenges of UHC, ‘prospects of 

UHC’, and ‘politics of UHC were used to search for 

materials for the study. Based on these keywords, over 

100 peer-reviewed journal materials, books, and a few 

internet sources of information were obtained. The next 

step was to search for those that related to the study’s 

objectives. Some 50 of the materials were indeed used. 

Some key themes emerged from the search which are 

presented in Table 1.  

Table 1: Major themes from the secondary databases used in the 

study and their sources 

Major themes Key sources of information obtained 
from literature 

Universal Health 

Coverage 
• Ghebreyesus (2017) 

• World Bank (2022) 

• Craig et al (2022) 

• Kipo-Sunyehzi et al (2019) 

• Takura and Miura (2022) 

• Lagomarsino et (2012) 

• McKee et al (2012) 

• Kutzin (2013) 

• Michael et al (2020) 

• Ghanbari et al (2021) 

Sustainable 
Development Goal 3 

(SGD) 

• Asi YM, Williams C. (2018) 

• Howden-Chapman et al (2017) 

•  SDG (2022) 

Prospects towards 

UHC 
• Van Mah et al (2014) 

• Kimario, Muhanga, and Kayunze 

(2020) 

Challenges towards 

UHC 
• Unmeh CA. (2018) 

• Darrudi, Khoonsari Tajvar (2022) 

Achieving UHC: a 

Political Choice 

(Politics of UHC) 

• Ho et al (2022) 

World Health 

Organization 
• WHO (2005) 

• WHO (2022) 

• Kutzin et al (2017) 

National Health 
Insurance Scheme 

• Kipo-Sunyehai (2021) 

• Arhin (2013) 

Community-based 
Health Insurance 

• Melaka, Breen, and Binagwaho 

(2012) 

• Rwanda CBHI (2015) 

• Chinwa et al (2021) 

• Koch et al (2022) 
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Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses (PRISMA)  is widely accepted by scholars, 

and researchers in medicine and other scientific fields for 

several reasons including how the review of the literature 

was done, why it was done so and finally what was found 

in the review with specific reference to the  PRISMA 2020 

guidelines [52-54]. It is important to note this study 

approach did not fit exactly into the processes of systematic 

reviews, as the study had less adherence to PRISMA 2020 

guidelines. Though some good efforts were made for strict 

adherence to the 27-item PRISMA checklist, with the four-

phase flow diagram, admittedly the strict adherence was 

low in this study. As this study rather chose a synthesising 

approach targeting reports, journal articles, or studies which 

explicitly cover these headings and whose content covers 

UHC and SDG 3. Outside the two criteria constitute the 

excluded criteria used in the search for this study materials. 

Thus, these are the inclusive and exclusive criteria used. 

The selection was based on countries with national or 

community-based health Insurance schemes in each of the 

Sub-Regions of the African Union (AU) in Sub-Saharan 

Africa namely Southern Africa with South Africa, Central 

Africa with Rwanda, East African with Tanzania and West 

Africa with Ghana. 

 

LITERATURE REVIEW 

Historically, UHC was used in the German context as far 

back as 1883, when Germany introduced UHC to take care 

of its teeming young population. UHC became more 

popular when the World Health Assembly adopted it in 

2005, and subsequently, the United Nations (UN) and its 

agencies like the World Health Organisation (WHO) 

pushed member states to embrace UHC and find innovative 

ways of financing it. Then, by 2010, the World Health 

Report emphasised health systems financing for states to 

build on toward achieving UHC. The WHO conceptualises 

UHC as access to healthcare services by all people of good 

quality when and where they need the healthcare services 

without financial barriers, limitations, or hardships. These 

healthcare services include access to health promotion, 

prevention, treatment, rehabilitation and palliative care, 

which are available to the people in their communities [7]. 

UHC is the means toward achieving the two core goals of 

the World Bank Group: to end extreme poverty in the world 

and increase equity and shared prosperity, a way to build on 

the human capital of countries [8]. UHC has moved away 

from being a health issue to be tackled by those in the health 

sector alone. It has gained global attention with a high level 

of political commitment by UN member states toward 

achieving UHC.  

One of the political commitments is the member states' 

decision to carry out the Global Action Plan for Healthy 

Lives and Well-being (GAP) in September 2019 and the 

second international forum in January 2020. All these 

efforts aim to increase UHC's political commitment. 

Moreover, there have been efforts of G20 members to help 

developing countries achieve UHC since 2019, as well as 

many efforts across the globe on UHC. The World Bank 

and WHO urge all member states to increase spending on 

Primary Health Care (PHC) by at least 1% of their Gross 

Domestic Product (GDP) effectively from 2019 towards the 

2030 period set for the global agenda for UN member states 

[8]. UHC is about free access to healthcare services or 

affordable healthcare services for all people in a country, 

irrespective of their socioeconomic status in society, which 

implies health financing to address extreme poverty. Some 

states or countries used general tax to provide UHC, other 

states used national health insurance schemes, and some 

states used community-based health insurance schemes as 

pathways to UHC. UHC is the best way out of out-of-

pocket payments (cash payments) at the points of health 

service delivery, as UHC aims to reduce extreme poverty, 

reduce social inequity, and effectively improve good health 

and the general well-being of all the people/citizens [9-11]. 

UHC remains a highly contestable issue as there is no single 

definition or conceptualisation. In the Pacific regions, the 

Ministers of Health adopted a five-prone approach or 

areas/themes toward achieving UHC. These areas or themes 

include unifying action for UHC, integrated primary health 

care at the community level, building human resources for 

health, having access to reliable health information, and 

embracing digital health for the period 2015 - 2022. The 

Pacific region is very much concerned with the health of the 

11.4 million population found in the hundreds of islands 

constituting the 22 Pacific Island Countries and Territories 

(PICTs) [12-14]. The Pacific countries and territories are 

working towards the realisation of UHC within United 

Nations Sustainable Goal 3.8 by 2030 to make healthcare 

services accessible to all people (as Healthy Islands' vision). 

Besides the conceptual issues or problematics, UHC 

politics exists across the globe. The political dimension 

seems to be overlooked or not factored much in the 

conceptualisation of UHC.  

Universal Health Coverager is conceptualised as the strong 

political will or commitment at the highest level to 

implement a health reform or a health policy. Thus, UHC 

as a concept "involves the redistribution of resources across 

income groups, a political process that can rouse intense 

contestation between different groups" (15:2066). UHC 

entails states' commitment to the provision of physical 

infrastructure and human resource development, which all 

involve the political process and politicians' decisions. 

Where there is high political commitment, it is more likely 

to facilitate states' efforts toward UHC than in situations 

where there is little or no political will or commitment 

toward achieving UHC. The political choice may be 

influenced by the ideas, interests and political institutions 

of a state. These three factors can facilitate or inhibit 

governments' moves toward UHC. Thus, the pathway to 

achieving UHC is a political choice of governments or 

countries' political authorities to accept or reject UHC, as 

echoed by the Director General of WHO (Ghebreyesus) 

[16]. Even though moving toward UHC is a political 

choice, in reality, it goes beyond politics to include the 
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roles/support of non-state actors and individuals as well as 

the availability of resources. This implies that for UHC to 

succeed, healthcare services must be publicly funded 

without these payments (out-of-pocket, cash and carry, 

extra medical billings for patients or service users). The 

recent global pandemic (COVID-19) showed that everyone, 

and not only the poor, is susceptible [15]. Universal Health 

Coverage (UHC) emphasises universalism over 

particularism, in which every member of society benefits 

from access to healthcare services without hardships or 

limitations. Also, not just access to healthcare services but 

good and quality healthcare services for all [17-19]. UHC 

is also conceptualised in the context of the number of 

healthcare services that are covered by the people in a 

country's health system. In this regard, some studies looked 

at UHC from the service coverage index (SCI) as a pathway 

toward achieving UHC. One such study focuses on 11 

Asian countries from 2015 to 2017 and the relationship 

between SCI and some key socioeconomic indicators like 

gross domestic product (GDP), lack of jobs, health 

expenditure, and poverty.  

The study found these major socioeconomic factors to 

affect the countries' progress toward UHC [20]. In Sub-

Saharan Africa and Asia, a similar study analyses their 

progress toward UHC in the context of categories of 

healthcare services, cost and the population covered by the 

national/community health insurance schemes in nine 

countries -five in sub-Saharan Africa and four in Asia [21]. 

There are still no clear-cut indicators used to measure the 

level of progress made by countries or states towards UHC 

in both developed and developing countries. However, the 

more the people/citizens have free/low-cost access to 

healthcare services (good quality), the higher expenditure 

on health (to cover the cost of healthcare services, 

drugs/medicines/ vaccines), and closer toward the entire 

population coverage or more than 90% population coverage 

are clear indicators for UHC. Among the developed 

countries, UHC has been achieved through a publicly 

funded (government) general tax system or a mix of public-

private schemes or employer-based insurance schemes. The 

United Kingdom (UK) has free healthcare through public 

facilities. Also, in Germany, UHC covers public and private 

healthcare facilities/medical doctors and is funded through 

government funds (pool) to pay for healthcare services. 

Many other developed countries, such as Canada, Australia, 

New Zealand, Austria, the Netherlands, and Italy, among 

others, are countries with UHC through public funding 

mechanisms. These public (government/state) funding 

mechanisms include the Nordic states like Norway, 

Denmark, Finland, and Sweden. However, such public 

funding mechanisms for UHC exclude the USA [22-24]. 

Achieving UHC in both developed and developing 

countries calls for the activation of these four core functions 

in the health systems of states: coherent and well-

designed/aligned strategy for health financing, stewardship, 

creation of resources and delivery of healthcare services 

[24-27]. See Table 1 on the search for the conceptions of 

UHC across the globe. 

RESULTS 

Policy design and Implementation strategies/structures 

in some developed countries 

In the United Kingdom, the government (public) is directly 

involved in the provision of healthcare services to the 

citizens and other people in the Kingdom through the 

National Health Service (NHS), but with some slight 

differences across the four nations (England, Wales, 

Scotland and Northern Ireland). The NHS relies on General 

practitioners (GPs) to provide primary healthcare services 

(PHCs) to the patients, and some prescriptions may be 

obtained from some accredited private pharmacies even 

though PHCs are generally provided by the public (state-

funded or financed drug reimbursement). The UK spent 

some 10.2% of the GDP on healthcare in 2019. In Canada 

and France, for instance, some healthcare services are 

provided by the private sector; thus, there is a public-private 

mix in the provision of healthcare services to the citizens 

and people. In this arrangement, private healthcare 

providers are contracted to provide some healthcare 

services and are reimbursed by the public authorities in 

charge of the health insurance scheme.  

In Canada, the public-funded health insurance is called 

Canadian Medicare, which is decentralised. It was passed 

in 1984 known as the Canada Health Act of 1984. The state 

or publicly funded is 70%, while private sector insurance 

takes care of the 30% of healthcare services that are not 

covered by Medicare. Some of these excluded services 

include eye, dental, and drug prescriptions. Other forms of 

health insurance exist in Canada, including employer-based 

schemes. As of 2017, Canada spent some 11.5% of its GDP 

on health. Historically, Germany has the world's oldest 

health insurance system, which started in 1883. Health 

insurance was imitated and implemented through Otto von 

Bismarck's social legislation, the Health Insurance Bill 

Table 2. A summary of the main conceptions of UHC across 

the globe 

Scholarly 

Works 

Regions Conceptualizations of 

Universal Health Coverage 

[7], [17-19] Global UHC as access to quality 
healthcare services for all 

people 

[15], [16] Global UHC as a political choice or 
commitment or will of leaders 

[12-14] Pacific UHC as accessible and 

affordable healthcare services 
for all  

[20-21] Asia UHC from service coverage 

index or socio-economic 
factors 

[17, 21] Africa UHC from the services, the 
cost and the population 

coverage 

[22-24] Developed 
Countries 

UHC from public-private 
provision (government) 

funded 
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1883, by a liberal-conservative politician, leader, or 

statesman. In Germany, there is state support for persons 

who earn less than targeted salaries and private health 

insurance schemes, which are usually attended or visited by 

higher salary earners or the affluent who can pay more for 

a private health insurance scheme or policy. The German 

model of health insurance is termed a multiple-payer health 

insurance system or healthcare system (state vs private) 

blend of private--statutory-government/state health 

insurance scheme (Gesetzliche Krankenkasse or GKV) and 

private health insurance (Krankenversicherung or PKV). 

Employees pay 7.5% out of their salaries, and employers 

match this 7.5% on behalf of the employees. Thus, the 

health insurance scheme is co-financed in Germany 

between employers and employees. The employers pay 

such premiums into the national insurance pool on behalf 

of their employees. The German health insurance pool 

operates under the principle of "all for one and one for all" 

(solidarity). Equal healthcare for all people irrespective of 

their income differences. Some 11.2 of the Gross Domestic 

Product (GDP) is spent on healthcare in Germany. In terms 

of payment mechanisms, there has been a change from a fee 

for service to capitation and co-payment as a measure to 

contain the cost of medicines/drugs and healthcare. 

In Japan, historically, employee health insurance kicked off 

in 1927, but Japan achieved UHC in 1961 when everyone 

was insured. Japan's health insurance covers all the people 

under universal healthcare and on the principle of equality 

for all people. However, the patients are required to have a 

form of insurance and to pay some 10 to 30% of the cost 

while the state or government pays the remaining cost of 

healthcare services. Also, all must have health insurance, 

but a few opted out of it and are not forced. The uninsured, 

in principle, pay 100% except for the very poor or poor 

households that receive government support or subsidy (for 

people in this category, medical fees are waived (paid by 

the state). As of 2018, the Japanese state spent 10.9% of the 

GDP on health care. The healthcare provision in Japan is 

public and private. There are multiple insurance schemes, 

largely the state National Health Insurance (Kokumin-

Kenkō-Hoken), the employees' or workers' Health 

Insurance (Kenkō-Hoken) and the employers' -based health 

insurance schemes.  

In Thailand, the first attempt at health insurance was the 

scheme to cater for the welfare of the poor and vulnerable 

Thais in 1975. Thailand has made a lot of progress towards 

achieving UHC since the adoption of the Universal 

Coverage Scheme (UCS) in 2002, in which the citizens 

have free access to healthcare services under the auspices 

of the Ministry of Public Health (MOPH). It is funded by 

the government (65%) and by private sources (35%). 

Healthcare access seems to be more prevalent in the urban 

areas and less prevalent in the rural parts of Thailand. The 

UCS, also known as the "gold card or 30-baht scheme", has 

a population coverage of 99.5%. It is funded by state-public 

revenues, with 4.3% of GDP on health. However, the UCS 

has funding challenges, including sustainable funding for 

the poor and the vulnerable across Thailand. Brazil is 

another developing country that has made a lot of progress 

on UHC, and all persons, including foreigners with legal 

residence, have free access to healthcare services in Brazil. 

Brazil's national health system is "Sistema Único de Saúde 

(SUS)"- Unified Health System (SUS). It started in 1988. 

Healthcare services are provided by both public and private 

health facilities or institutions. The federal Constitution of 

1988 made healthcare a legal right of the people of Brazil. 

However, there are challenges in terms of access to 

healthcare services in many rural areas. Singapore, last but 

not least, is one of the countries in the developing world that 

have success stories on UHC for the people. The services 

are provided largely by the private sector (66%) and the 

state (public), which is co-funded by employers and 

employees and government subsidies. There is efficient 

service delivery as well as quality healthcare services. 

Singapore spent 3.4% of its GDP on healthcare. Singapore's 

healthcare system on UHC is making strides in Southeast 

Asia. 

DISCUSSION 

Rwanda formulated the health insurance policy to make 

healthcare services free and accessible to all its citizens, as 

well as persons with legal residence. The health insurance 

policy is known as Mutuelles de Sante (community-based 

health insurance (CBHI), which covers most of the 

Rwandan population. There are other government health 

insurance schemes, which include the Rwanda Social 

Security Board (RSSB) and the Military Medical Insurance 

(MMI). These schemes cover government workers or 

employees (formal sector who pay 15% of their Basic 

Salaries, which is shared equally between the employers 

and the employees) while the rest of the population 

(informal sector including the poor and the vulnerable ones 

in society) is covered by Mutuelles de Santé [29]. The 

Rwandan health insurance policy embraces a public-private 

mix (organisations). Community-based health insurance 

(CBHI) provides 80-90% of the population's coverage [30-

33]. The policy makes healthcare services free for the 

poorest while the rich in society pay annual premiums 

(8256.41 Rwandan francs, an equivalent of $8 United States 

(US) Dollars) [28]. The financing mechanisms include 

contributions from members, government subsidies, 

foreign donors/external sources of funds and sources of 

funds from other health insurance schemes.  

Since 2008, health insurance has been mandatory for all, 

and the Rwandan government spent 9.7% of its GDP on 

health. Also, Rwanda has a population of 12.9 million and 

a GDP of 837 USD as of 2019 [33]. The Rwandan CBHI 

has reduced out-of-pocket payments by patients at health 

facilities, which account for 10%, thus increasing 

healthcare service utilisation in Rwanda due to the CBHI 

policy [34]. Despite the strong political will toward UHC, 

the country is faced with financial and human resource 

shortages, especially among medical doctors or 

practitioners. The sustainability of the CBHI remains the 
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greatest challenge. This implies that for Rwanda to meet the 

ultimate goal of the global agenda of UHC by 2030, the 

Rwanda government has to diversify the sources of funding 

and increase the percentage of health spending. Such a 

move, if carried out more rigorously and effectively, should 

bring Rwanda very close to meeting or achieving the UHC 

by 2030. Historically, Tanzania's first attempt to provide 

healthcare services for all people was in 1987 through the 

Arusha Declaration ('Azimio la Arusha' in Swahili). 

Implementation was hampered due to rising costs of 

healthcare services, and it was only in the 1990s that a cost-

sharing version of healthcare financing was adopted in the 

fashion of African Socialism, one people or oneness of the 

people or the 'Ujamaa', or brotherhood, everyone life is 

essential. 

However, there were problems with the cost-sharing health 

reform, including inequity between the rich and the poor. 

Tanzania has multiple national health insurance schemes, 

some of which are private ones. Moving towards UHC, the 

Tanzania government adopted the Fourth (4th) Health 

Sector Strategic Plan (2015-2020) to address the challenges 

of access and to achieve healthcare for all [35-38]. The 

multiple schemes in Tanzania are a setback to the country's 

move towards achieving UHC due to variations in costs, 

population coverage, and healthcare services offered to 

patients. The National Health Insurance Fund (NHIF), 

established in 1999, is public and covers 13% of the 

population, and the Community Health Funds (CHF) 

covers 9% of the population. In all the categories of health 

insurance schemes, a total of 32% of Tanzanians are 

covered (insured), which is about one-third of the 

population as of 2019. 

 Tanzania spent 3.83 % of its GDP on health from 2000 - 

2019 [42]. The other health insurance includes Private 

Health Insurance (PHI), which has a different benefits 

package and a fixed premium for members. The private 

micro-insurance sector covers only 1% of the population. 

There are other employer-employee schemes in Tanzania, 

a country with a population of 57.5 million [35-37]. The 

health sector or health insurance schemes are funded largely 

by government subsidies and external support such as the 

United States (US) government through the United States 

Agency for International Development (USAID) and the 

US Centers for Disease Control and Prevention (CDC), 

World Health Organization (WHO) expected and these 

sources are complemented by the private sources and the 

development plan 2022 - 2026 to make free health services 

accessible to all [35,36,38-39]. Tanzania's moves towards 

achieving UHC by 2023 imply the need for a possible 

merger of the multiple schemes with a central authority and 

the government to adopt policy measures to increase health 

budget/spending. South Africa has taken steps to make 

healthcare services accessible to all citizens and persons 

with legal residence. The pathway toward UHC started in 

2011 when the health minister (Aaron Motsoaledi) initiated 

a National Health Insurance (NHI) for South Africa. It is 

important to note this scheme does not cover all the people 

of South Africa, as there are two parallel schemes in the 

country. One scheme is for the public, and the other is for 

the private healthcare system. The health insurance system 

in South Africa is complex in terms of access to healthcare 

services, the mode of payments, and other related issues, 

such as nationality and income level. The 2011 NHI policy 

targets a single fund, and access to free healthcare services 

is based on constitutional rights and not on membership in 

NHI. The NHI policy aims to decrease cash payments at the 

points of healthcare service delivery [40-41]. South Africa's 

move towards UHC spent 8.5% of GDP on healthcare 

(R332 billion), and about half of the money was spent on 

the private sector largely in favour of the socioeconomic 

and political elites, a minority group representing 16% 

while a majority of people of South Africa representing 

84% healthcare services needs depend on the public sector 

which is under-resourced or underfunded [40,43].  

South Africa relies on the pathways towards UHC, and 

these include NHI and Primary Health Care (PHC) 

reengineering [40]. It is based on public-private mix 

providers for 14 years to achieve UHC from 2012-2026 

[44]. The healthcare system of South Africa is faced with 

many challenges, including bridging the wide gap between 

the rich and the poor and how to deal with the disease 

burden of TB, HIV/AIDS, violence, and trauma, among 

others. These are the financing mechanisms for the pathway 

toward UHC in South Africa, namely a unified health 

financing system, movement from voluntary contributions 

to a more mandatory prepayment system, improvement in 

cross-subsidisation, public-private providers mix and need 

for the broader tax base for more revenues [40, 44]. This 

implies that the biggest challenge for South Africa towards 

achieving UHC is how to effectively deal with the gap 

between the rich and the poor, where the majority of the 

people rely on the public-funded scheme, which is largely 

under-resourced. Thus, there is a need to support the 

majority scheme with more funds.  

Ghana adopted the National Health Insurance Scheme 

(NHIS) in 2003, which was implemented in 2004 to 

increase access to basic health care services for Ghanaians 

and other persons with legal residence in Ghana. The NHIS 

is funded by the state/government and other sources, 

including private sources. It is a state-centred health 

insurance policy which has since been funded locally from 

diverse sources within Ghana [21,45-47]. Also, Ghana, as 

of 2019, spent 3.49% of its GDP on health [48], and the 

NHIS, as of 2019, covered 40% of the population of Ghana 

[49-50]. The biggest threat to Ghana's NHIS is funding with 

lots of delays in payments of health service 

providers/facilities, thus sustainable financing through 

increased budgetary allocations for NHIS since most of the 

beneficiaries are exempted from payments of the annual 

premium. All four Sub-Saharan African states have health 

insurance schemes that aim to achieve UN SDG3.8 on UHC 

within the timelines of the global agenda (by 2030). While 

Rwandan community-based health insurance has the 

highest population coverage, Ghana is the second Sub-

819 

mailto:hsijournal@ug.edu.gh


  

 
Copyright © 2024 University of Ghana College of Health Sciences on behalf of HSI Journal. All rights reserved.                                                                                        

This is an Open Access article distributed under the Creative Commons Attribution 4.0 License. 

Sustainable Development Goal 3.8 Universal Health Coverage from Global Perspectives 

Kipo-Sunyehzi, 2024. http://doi.org/10.46829/hsijournal.2024.7.6.1.814-822 
V

isit o
r d

o
w

n
lo

ad
 articles fro

m
 o

u
r w

eb
site

 h
ttp

s://w
w

w
.h

sijo
u

rn
a

l.o
rg

 
    Send us an email: hsijournal@ug.edu.gh 
 Visit us: https://www.hsijournal.ug.edu.gh 

share 

Saharan African state to achieve slightly more than 40% 

population coverage ahead of Tanzania and South Africa as 

of 2019. In terms of budgetary allocation or public funding 

of 2019 for the health sector, the findings suggest that 

Rwanda has the highest health spending at 9.7% of the GDP 

[33], followed by South Africa with 8.5% of GDP on 

healthcare (R332 billion) [40,43] with Tanzania and Ghana 

at the bottom 3.83 % of its GDP on health for Tanzania 

from 2000- 2019 [42] and Ghana spent 3.49% of its GDP 

on health [48].  

From our findings, it is obvious that Rwanda is on the 

pathway towards achieving the global agenda (UN SDG 3.8 

on UHC) more than the other three countries per the two 

indicators used, namely population coverage and public 

spending for the health sector. These findings show that 

Sub-Saharan African states need to invest more in health 

and spend more money on healthcare services to achieve 

UHC for all people/citizens. The inability of this research 

to strictly comply with the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) 2020 

guidelines is a limitation. Also, the sole use of secondary 

data sources could not reflect the citizens’ feelings, views 

and experiences of the four countries about their health 

insurance schemes and their health policy strategies 

towards achieving the global agenda (the United Nations 

SDG 3.8) by 2030. Primary data sources should be added 

to the same area to reflect the real perspectives of the people 

in the four countries. Efforts should be made to reflect on 

PRISMA guidelines in future research on this social 

phenomenon.  

Conclusion 

Funding various health insurance schemes in most 

developing countries, especially in Africa, remains a 

challenge. The pathway to achieving UHC by 2030 is most 

likely to be missed by the four African states studied. 

Rwanda has the best coverage for UHC. It is therefore 

recommended that adequate funding and a positive attitude 

towards publicly funded health services be addressed to 

sustain African health insurance schemes/policies. A 

change of attitude to embrace the various health insurance 

schemes or policies across Africa may protect schemes 

against abuses. 
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